Treatment of bleeding oesophageal varices by total excision of the stomach and oesophagus up to the aortic arch is suggested when a shunt is impossible or contra-indicated. The technique is described and six cases are presented.
sionally the rectum (Fig. 1 ).
An effective shunt should lower the portal pressure, stop an acute haemorrhage, and have con- siderable success in preventing recurrent haemorrhage from varices. If, however, a shunt is thrombosed or for some reason impossible to construct, oesophageal transection or injection of the varices may be resorted to. Unfortunately, although effective initially, haemorrhage frequently recurs in two or three years' time.
A resection of the whole varix-bearing area ( Fig. 1) has been adopted over the past few years in patients with thrombosed portal veins, especially when the splenic vein is also occluded. As the spleen is rernoved and the splenic and left gastric arteries are divided, a considerable reduction of the inflow of blood to the portal system is also secured. The resected portion of gut is replaced with an isolated loop of jejunum. Veins in the jejunum, although enlarged in portal hypertension, do not form submucosal varices and would seeem unlikely to bleed: furthermore, the veins do niot run far longitudinally in the bowel wall and it is hoped that they are therefore unlikely to provide a large flow to the oesophageal veins at the level of the aortic arch where the anastomosis is constructed. Should anastomotic channels develop between the veins in the mesentery of the loop and the mediastinal veins, this should provide a beneficial rather than a harmful shunt.
The patient is placed in the left lateral position with the right knee flexed and the left leg extended. The left hip is rotated back to provide a semi-supine position for the abdomen while the thorax remains in a true lateral position. This provides optimum access to the upper abdomen and also to the chest. A long abdomino-thoracic incision along the eighth rib is used extending just across the mid-line above the umbilicus. The diaphragm is detached circumferentially from its attachment to the chest wall above and below the incision. With a retractor in position a wide view of the whole operative field is obtained.
The oesophagus is mobilized. The pleura over the 435 oesophagus is incised from the diaphragm up on to the arch of the aorta and the oesophagus is exposed with all the enlarged veins running from it to the mediastinum (Fig. 2) . Each vein is doubly ligated and divided. The dissection round the oesophagus is continued, including division of the oesophageal arteries, until the oesophagus is completely freed from the diaphragm to the aortic arch. The margins of the hiatus are cleared and defined as much as possible from the thoracic side. The dissection is then continued below the diaphragm. The peritoneum is incised on the diaphragm around the hiatal margin (Fig. 3) This technique is considered worth presenting because five out of the six cases had uncontrolled bleeding with little prospect of controlling it permanently with any other form of treatment. The mortality of the operation at 33% is high but the cases were desperate emergencies. Those who have survived have had gratifying results so far. None has bled again. Only one has had any form of indigestion. All but one have at least regained their pre-operative weight. Case 3 is interesting in that her hepatic failure was not increased by the operation, in contrast to many patients having porta-caval shunts. Indeed only one of the six cases (case 4) showed any hepatic failure as a result of the operation.
